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a b s t r a c t   

Objective: Cancer patients, carers and oncology health professionals have been impacted by the COVID-19 
pandemic in many ways, but their experiences and psychosocial responses to the pandemic are still being 
explored. This study aimed to document the experience of Australians living with cancer, family carers, and 
Oncology health professionals (HPs) when COVID-19 first emerged. 
Methods: In this qualitative study, participants (cancer patients currently receiving treatment, family carers 
and HPs) completed a semi-structured interview exploring their experiences of COVID-19 and the impact it 
had on cancer care. Participants also completed the Hospital Anxiety and Depression Scale (patients) and 
the Depression, Anxiety and Stress Scale (carers and HPs) to assess emotional morbidity. Thematic analysis 
was undertaken on qualitative data. 
Results: 32 patients, 16 carers and 29 HPs participated. Qualitative analysis yielded three shared themes: 
fear and death anxiety, isolation, and uncertainty. For HPs, uncertainty incorporated the potential for moral 
distress and work-stress. Patients and carers scoring high on anxiety/depression measures were more likely 
to have advanced disease, expressed greater death anxiety, talked about taking more extreme precautionary 
measures, and felt more impacted by isolation. 
Conclusion: Cancer and COVID-19 can have compounding psychological impacts on all those receiving or 
giving care. 
Practice Implications: Screening for distress in patients, and burnout in HPs, is recommended. Increased 
compassionate access and provision of creative alternatives to face-to-face support are warrented. 

© 2022 Elsevier B.V. All rights reserved.    

1. Introduction 

COVID-19 has had an enormous impact on human mortality, 
morbidity and economic security worldwide, since it emerged. By 
March 2020, governments around the world had acted to contain the 
spread and impact of COVID-19, including imposing social distan-
cing, mask-wearing and stay-at-home orders. While undoubtedly 
life-saving, these measures had their own consequences on mental 

and physical health, particularly for those experiencing other 
stresses, such as being treated for a serious illness [1–3]. 

Cancer is a disease whose severity means that often treatment 
cannot be deferred or delivered remotely. Thus, patients must attend 
hospitals for at least part of their care, where they are at greater risk 
of exposure to COVID-19. Furthermore, some cancer treatments can 
cause immuno-suppression, leaving patients more at risk of COVID- 
19 infection and severe disease if they are exposed [4]. Infection- 
control rules were rapidly imposed by cancer services. Family 
members were excluded or severely limited from attending patient 
appointments and visiting hospitalised patients, impacting their 
access to information and ability to support the patient. In some 
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jurisdictions treatments were delayed, and both patients and fa-
milies worried about consequential impacts on cancer outcomes [5]. 
Cancer health professionals (HPs) faced a rapid need to make deci-
sions regarding the most appropriate care for their patients in the 
context of COVID-19. The possibility that the health system could 
rapidly become overwhelmed with sick and dying COVID-19 pa-
tients was a looming concern. Social distancing rules and the risks 
and uncertainties surrounding COVID-19 impacted HPs alongside 
the general community [6]. Thus both the recipients and the pro-
viders of cancer care were impacted by COVID-19. 

Cancer already carries a high emotional toll; 21% of cancer pa-
tients report clinical levels of anxiety or depressive symptoms [7]. 
Additional fears and uncertainties related to COVID-19, and reduced 
support from Oncology HPs, family and friends due to stay-at-home 
orders, can make the cancer experience even more difficult. [8] Si-
milarly, stress and burnout in overworked oncology health profes-
sionals who frequently have to deliver bad news is already high, [9] 
and likely to be exacerbated by the added pressures of COVID- 
19 [10]. 

Over 2020 and 2021, reports emerged on the impact of COVID-19 
on cancer patients and HPs [8,10–12]. Very few focused on carers. 
Most studies emerged from Europe, the US and Asia where COVID-19 
outbreaks were severe, involving many thousands of deaths and 
many more cases. In Australia, while there were early restrictions 
due to COVID-19, cases were contained and effectively suppressed 
for many months. More recently, there have been COVID-19 (Delta 
and Omicron variants) outbreaks in Australian cities that have 
proven harder to contain, requiring extended lockdowns. Never-
theless, the impact (in terms of total case numbers and mortality) 
has been less severe than in many other parts of the world. Thus, the 
initial phase of the COVID-19 pandemic in Australia provides an 
interesting case study of the impact of COVID-19 when the threat of 
a serious outcome has not yet been fully realised. 

The aim of this qualitative study was to document the impact of 
COVID-19 on the experience of Australians living with cancer, family 
carers, and Oncology HPs in the acute phase when COVID-19 
emerged. As this is a new area of enquiry the study was exploratory 
and specific hypotheses were not posed. 

2. Methods 

This was a qualitative study with data collected via semi-struc-
tured interviews from June to December, 2020 (the first wave of 
COVID-19 in Australia after the hospital procedures described above 
had been put into place). Participants also completed measures of 
emotional morbidity. 

2.1. Participants 

Eligible participants were: a) adult cancer patients (18 years or 
over) currently receiving or within 6 months of treatment; b) family 
carers of an eligible cancer patient; and c) oncology HPs (including 
surgeons, oncology and palliative care doctors and nurses, allied 
health workers, chaplains and psycho-oncology staff). For patients 
and carers, non-English speaking or incapacity to give informed 
consent were exclusion criteria. 

2.2. Recruitment and study procedure 

Participants were recruited through an email invitation via na-
tional professional or consumer organisations to maximise regional 
diversity and cancer type (see Supplementary file 1), two hospital- 
based oncology services and snowballing (whereby HP participants 
recommended the study to colleagues by forwarding the in-
troductory email). A participant information sheet, consent form and 
brief survey was accessible via a link embedded in the email, with 

consent provided by ticking a box online. The research team con-
tacted interested participants to schedule a telephone interview. 
Diversity in age, gender and residence (urban or regional/rural) was 
ensured where possible. 

Recruitment continued until theoretical saturation (i.e., no new 
emerging themes) was reached within each stakeholder group. The 
University of Sydney Human Research Ethics Committee and Sydney 
Local Health District Human Research Ethics Committee granted 
approval for the study (numbers 2020/351 and 2020/ETH01184 re-
spectively). 

2.3. Data collection 

Qualitative: Semi-structured telephone interviews (30–45 min in 
length) were conducted by experienced qualitative researchers, ex-
ploring experiences and impact of COVID-19 on receipt (patients/ 
carers) or delivery (HPs) of cancer services, treatment decision- 
making, psychosocial outcomes, unmet needs and recommendations 
regarding optimal support. 

Quantitative: Demographic, clinical and employment character-
istics were elicited at baseline. Psychological wellbeing was assessed 
using the 14-item, 2-subscale Hospital Anxiety and Depression Scale 
(HADs) [13] for patients and the 21-item, 3-subscale Depression, 
Anxiety and Stress Scale (DASS-21) [14] for HPs/carers. Higher sub- 
scale scores indicate higher morbidity. Cut-off scores of 0–7 
(normal), 8–10 (borderline abnormal) and 11–21 (abnormal) 
for HADs. 

and 0–14 (normal), 19–25 (moderate), 26–33 (severe) and 34 + 
(extremely severe) for the DASS-21 were used, as recommended in 
their respective manuals, to categorise responses into severity 
groups. Both scales have demonstrated reliability and validity in 
oncology settings [15,16]. 

2.4. Planned analyses 

Interviews were audio-recorded, transcribed verbatim, anon-
ymized, uploaded to NVIVO 12 (a computer software package de-
signed to help researchers organise, analyse and find insights in 
qualitative data), and subjected to thematic analysis using a frame-
work analysis approach [15]. Line-by-line coding was conducted on 
three transcripts by the research team to develop the preliminary 
coding framework, which was iteratively refined following review of 
subsequent transcripts. Over-arching themes and sub-themes were 
developed to summarise the data. Differences in researcher inter-
pretation of the data were resolved through discussion. Themes 
arising from participants with higher versus lower anxiety/depres-
sion/ stress on the quantitative measures were compared with those 
scoring lower on those measures. Similar comparisons were made 
between participant groups. We used the consolidated criteria for 
reporting qualitative research (COREQ) to guide reporting [16]. 

Quantitative data analysis was conducted using IBM SPSS 
Statistics Version 28. Demographic descriptive statistics were gen-
erated for all participant groups. Mean subscale scores were calcu-
lated for the HADs and DASS-21. 

3. Results 

Demographic and clinical details of participants are presented in  
Table 1. Thirty-two patients (mean age of 61, 23 female), partici-
pated. The majority were diagnosed with breast (n = 12; 37%) or 
prostate (n = 9; 28%) cancer. Fifteen participants (47%) had localised 
disease and 19 (59%) were currently receiving treatment. 

Sixteen carers (mean age of 57, 15 female) participated. The 
majority (n = 12; 75%) were a spouse/partner, two were children of a 
cancer patient, one a parent and one did not respond to this ques-
tion. Thirteen (81%) lived with the patient. 
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Twenty-nine HPs (mean age of 48, 27 female) participated. They 
included 10 (34%) nurses, 6 (21%) medical oncologists, 9 psycho- 
oncology staff (30%), 1 palliative care physician, and 2 allied health 
practitioners (a physiotherapist and genetic counsellor). 

3.1. Qualitative 

Qualitative analysis yielded three shared themes related to the 
emotional impact of COVID-19: fear and death anxiety, isolation and 

uncertainty, with the last theme incorporating a sub-theme unique 
to HPs: the potential for moral distress and work-stress. Below these 
themes are explored, with characteristic quotes identified by parti-
cipant group: (patient (P), carer (C), or HP (HP) and participant ID. 
For additional quotes, see Table 2. 

3.1.1. Fear and death anxiety 
Many patients discussed feeling at heightened risk of testing 

positive for COVID-19 due to being immunocompromised and 
having to attend hospital for their cancer treatment, where they 
could not exercise their own precautions. They used emotive lan-
guage to describe their concern, such as anxiety, worry, feeling over-
whelmed, hypersensitivity, hypervigilance, desperation, and frustration. 
Patients and carers feared infecting loved ones or other immune 
compromised patients in hospital and adopted stringent protective 
behaviours. 

“Would I be as hyper vigilant… if he hadn’t had these cancers? 
Probably not… Because, for me to infect him would be absolutely 
devastating for me.” (C400). 

HPs worried that cancer patients might keep away from hospital 
to avoid the COVID-19 risk. 

“…[patients] not actually knowing what the best thing to do – do 
I go in and keep going with my treatment and risk getting the virus 
or do I stay at home and not get the virus but don’t actually have the 
cancer treatment.” (HP110). 

Some patients experienced heightened death anxiety, when 
thinking about the combined risks of COVID-19 and cancer. One 
patient said if she got COVID-19 on top of her lung cancer “it's… a 
hundred percent guaranteed that I would die” (P321). Another pa-
tient shared that her lung cancer support group had raised concerns 
that their medical files would be automatically switched to a “do not 
resuscitate” status because of risk of COVID-19 spread. 

“All these people have been working on me for like four years to 
try and keep the cancer away and what are we going to do, die of 
Covid!” (P321). 

“The sense of mortality is much stronger than it was… I think the 
combination of the cancer diagnosis again and the Covid has done 
that.” (P357). 

Some carers felt another serious disease on top of cancer would 
prove too much for the patient’s already fragile constitution and 
psyche. Other carers felt they were trapped in a risky world, which 
had begun with cancer and now extended to their whole life. 

“In my world, I’m still not hugging people, kissing people, 
touching people… It feels like the whole world to me. It’s like you’re 
back living on chemo regime” (C402). 

A small proportion of patients and carers felt less at risk of, and 
worried about, COVID-19 because they perceived a low likelihood of 
being hit with two bad diagnoses, or felt relatively fit and at no more 
risk than the general community. 

“I've got more to worry about than COVID-19. I couldn’t be un-
lucky enough to have lung cancer at 47 and then get COVID- 
19.” (P318). 

HPs described their own sense of heighted risk, and fear of im-
pacting colleagues and patients. Most were concerned that because 
they worked in hospitals where there was a high chance of con-
tracting COVID-19, they could infect their families, particularly el-
derly family members, as well as the community. 

“…and I worry for myself and my colleagues and our families 
because, you know, a significant proportion of people who get covid 
are HPs.” (HP102). 

3.1.2. Isolation 
All participants discussed the impact of isolation due to COVID- 

19. Several patients noted the challenges of being in hospital without 
support from family or volunteers. Several noted they were less able 
to share worries about cancer with others or distract themselves 

Table 1 
Cohort characteristics.       

Patients  
(N = 32) 

Carers  
(N = 16) 

Health 
professionals  
(N = 29)  

Variable N (%)new-a N (%) N (%)new-a 
Gender    
Male 9 (28) 1 (6) 2 (7) 
Female 23 (72) 15 (94) 27 (93) 
Age in years Mean= 61 Mean= 57 Mean= 48  
<  40 4 (13) 2 (13) 9 (31) 
41–50 2 (6) 2 (13) 6 (21) 
51–60 6 (19) 4 (25) 8 (27) 
61–70 14 (44) 7 (44) 4 (14) 
71–80 6 (19) 1 (6) 1 (3) 
Born in Australia 21 (66) 12 (75) 25 (86) 
English spoken 

at home 
32 (100) 14 (88) 27 (93) 

Level of Education    
School 5 (16) 1 (6) 0 
Technical certificate 8 (25) 2 (13) 1 (3) 
Undergraduate 

degree 
9 (28) 4 (25) 4 (14) 

Postgraduate degree 10 (31) 9 (56) 24 (83) 
Employment    
Employed 9 (29) 7 (44) 28 (96) 
Retired 19 (59) 6 (38) 0 
Unable to work 2 (6) 6 0 
Unemployed 2 (6) 2 (13) 0 
Student 0 1 (6) 1 (3) 
Time since diagnosis     
<  1 year 12 (38)   
1–5 years 17 (53)    
>  5 years 3 (9)   
Cancer Type    
Breast 12 (38)   
Prostate 9 (28)   
Lung 3 (9)   
Other 8 (25)   
Cancer Stage    
Local 15 (47)   
Locally advanced 5 (16)   
Metastatic 9 (28)   
Other 3 (9)   
Currently on 

treatment 
19 (59)   

Relationship with 
patient    

Child  2 (13)  
Spouse/ partner  12 (75)  
Parent  1 (6)  
Lives with patient  13 (81)  
Has own medical 

condition  
7 (44)  

Profession    
Oncologist/ 

palliative care   
8 (28) 

Nurse   10 (34) 
Psycho-oncology   9 (30) 
Allied health   2 (7) 
Public or private 

practice    
Public   18 (62) 
Private   3 (10) 
Mixed   7 (24)  

a Numbers vary due to a small amount of missing data  
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with external activities (such as travel and coffee meetings), leading 
to adverse psychological impacts. One patient reflected on all the 
acquaintances in her life who did not know about her diagnosis 
because she had not seen them and had thus not informed them. 

“I think that isolation isn't healthy for me, and it definitely made 
me anxious.” (P325). 

“…my way to feel good and feel normal… is to see my friends 
and do the things that I enjoy doing with them… I don't have that 
coping mechanism anymore.” (P325). 

One carer and several HPs noted that isolation from family was 
especially poignant for some patients who had limited time. HPs also 
noted some patients transitioning into survivorship felt unable to 
reengage with life due to lockdown. HPs also noted that patients 
whose friends and family were overseas and could not travel to 
Australia were particularly impacted. 

“I think that’s him saying, if I’ve only got a shortened life, I don’t 
want to have to give up so much. … I want to see the kids, cuddle the 
grandkids. I want them to remember me, not someone 10 feet 
away.” (C401). 

“People at the end of their treatment… felt they had just started 
to regain some independence and some control… And then COVID 
happened, which meant they couldn’t, say, re-join a gym or catch up 
with friends and family for dinners out.” (HP112). 

Several patients noted their unmet need for support to overcome 
these challenges. 

"I think for everybody dealing with cancer and a pandemic at the 
same time, it takes a huge mental toll… it would be nice if there was 
proactive mental health support" (P323). 

In contrast, some patients felt solidarity with other members of 
the community who also needed to isolate, so they were sharing “a 
new normal” (P318). Another noted the lockdown corresponded with 
her acute recovery from cancer treatment when she needed to be 
isolated anyway, thus it was almost “serendipitous” (P343). Several 
patients felt they had more support, because family carers were 
working from home and were thus more available. 

“I wasn't looking at everybody else's life and thinking ”oh they 
are travelling and they’re getting on with things because nobody 
was.” (P333). 

“And this is probably a terrible thing to say… But just watching 
everyone else… now they’ve all had COVID happen to them, and … 
I'm thinking, ”oh well, now you know how I feel.” (P318). 

Several HPs also noted these positive impacts. 
“Some of my clients have described it as, they've been living 

these types of restrictions and isolation for a long time and now the 

rest of the world has to join them, and they actually feel relieved.” 
(HP104). 

Carers discussed feeling excluded and isolated from patient care; 
patients also noted with sadness, frustration amongst family and 
friends because they were unable to help. HPs noted that carers with 
family members with cancer overseas were particularly impacted. 

“I’m worried that I just can’t be there if she needs me… I want to 
be there for her.” (C408). 

“If I'm in the consultation and I hear exactly what he's hearing, I 
can know whether or not he's downplaying something or whether 
it's accurate…. But because I'm having to get everything second- 
hand through him… I feel like I'm out of the loop” (C413). 

Carers also discussed feeling isolated from family and friends 
who would normally offer them support during a difficult time. They 
found online contact a poor substitute for face-to-face contact. In- 
person catch ups, when they occurred, were often awkward with 
masks and social distancing. One carer described the pain of having 
to refuse access to her daughter’s funeral. 

“Everything fell on me. Because I live under the same roof as my 
mum, we couldn’t have visitors so none of my siblings could 
help.” (C800). 

“People wanting to come and visit her… And then having to do 
the same thing at the funeral… you can’t come.” (C409). 

HPs also noted that carers had less support from the treating 
team due to COVID-19. 

“Their anxiety levels are often much higher than the person who 
has cancer… because they don't have the care team …, interacting 
with them all the time [as usual].” (HP127). 

HPs reflected on their own isolation, on their distress at being 
unable to seek or give comfort to family and friends outside the 
home. Some felt they could not burden family and friends with 
COVID-19-related challenges they were witnessing at work. They 
missed interaction with colleagues because they were working from 
home or having to socially distance in the workplace. In contrast a 
couple of HPs appreciated having less pressure to socialise, and felt 
energised by overcoming the daily challenges of COVID-19. 

“it's lack of social contact with friends and family. So, it was all 
really difficult.” (HP106). 

“… to be honest, I’m an introvert… so I was fine not having to 
socialise every weekend, I was like that's fine.” (HP105). 

To combat isolation, HPs discussed participating in regular online 
team meetings to debrief. Most HPs felt supported by their em-
ployers who offered access to mental health assistance, employee 

Table 2 
Additional quotes per theme.     

Theme 1: Fear and death anxiety Theme 2: Isolation Theme 3: Uncertainty  

“When I went up for a treatment…. one of the nurses… 
said, “oh, we've only got one case here.” And it just 
freaked me out… One's enough!” (P326) 

"There's also been limits on visitors… navigating bags and 
trying to go the bathroom while I'm attached to the 
chemo pump… that was really hard to do alone." (328) 

“When I asked…, the risk that that my 
surgeon and my oncologist both signalled was 
that I would have my treatment 
delayed.” (P328) 

“So, what built up, was this fear inside of me that I have it 
and … suddenly find I’d infected a thousand people 
and some of them have died” (C406) 

“It's more depressing if you’ve got advanced cancer. 
You've been told you're going to die in a few months, and 
all you can do is sit at home locked in your house… So, 
I’ve probably referred more people to psychology, and I 
probably started more antidepressants.” (HP148)  

“I was just really aware that I didn't want to be the one that 
was responsible for that chain of events, because …I 
would feel terribly guilty that all those patients who 
are currently on chemotherapy couldn't have their 
chemotherapy at a given time or those ones on 
radiotherapy had to be all shipped to somewhere else.” 
(HP145) 

“She had to leave me at the [hospital] doorway… we 
couldn't even have a hug. That was the single hardest 
thing in this whole damn process. And I know she said 
when she went back to the car, she had a good 
cry.” (P343)   

“It's that thing you don't want to come home and talk 
about it … But then… you do feel isolated a little at home 
because you feel like you can't really have those… 
conversations.” (HP144)  
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assistance programs, virtual team building exercises and manager 
support. Several HPs mentioned the support of family and friends. 

“I've been trying to do the team meetings more regularly than 
usual… you don't feel alone in the running of things. the only one 
that is navigating it… …then it's for checking in, of how are you 
going? Are you ok?” (HP104). 

“Just with the support of my colleagues and my friends and fa-
mily… we're all in it together.” (HP101). 

4. Uncertainty 

Patients’ uncertainty about their cancer diagnosis and its im-
plications was intensified by the extra layer of uncertainty COVID-19 
invoked, and reduced face-to-face contact with the Oncology team. 
Like cancer, COVID-19 was seen as an invisible enemy. While most 
patients and carers believed their treatment had not changed as a 
result of COVID-19, they worried about future treatment impacts and 
lengthy lockdowns, and unknowns regarding how COVID-19 and 
cancer intersect. One patient was unsure whether she would be 
eligible for vaccination when available. 

“Covid brings in another danger where it’s partly because you 
can’t see it…” (P357). 

“I think one thing that Covid did was it bought back that whole 
feeling of when the blocks get knocked out from under you when 
you get a cancer diagnosis” (C402). 

“I think there was just a little bit more uncertainty [from] not 
being able to ask as many questions because she wasn’t in the same 
room as her clinicians.” (C408). 

Uncertainty was closely related to the heightened sense of risk 
and death anxiety discussed in theme 1. 

“This thing happens, it’s totally out of the blue…, turns your life 
upside down, and you get really scared. You don’t know what’s 
happening, and the uncertainty is a big part of that, and fear of your 
health and fear of death.” (HP105). 

HPs noted they now had a shared experience with their cancer 
patients of living with uncertainty, and that cancer patients “actually 
have some very wise words to share about living in that kind of 
limbo.” (HP128). 

4.1. The potential for moral distress and work-stress 

Uncertainty for HPs uniquely also focused on treatment decisions 
they may have to make on behalf of their patients should the COVID 
outbreak worsen in Australia (and the moral distress that would 
invoke), how they would cope if their workforce was overburdened 
by colleagues becoming ill or having to self-isolate, and whether 
reductions in screening would result in a tidal wave of late-pre-
senting cancers. 

“… initially it was most concerning when we're really uncertain 
what was going to happen…” (HP507). 

“We expected that we'd have a lot of HPs going down so that we 
would be in a situation of not only being overwhelmed with patients 
but being overwhelmed with not having enough HPs to look after 
them and lots of people being redeployed.” (HP101). 

“There were a lot of nurses who were very distressed … about 
who they were going to have to turn away.” (HP101). 

HPs coped with uncertainty by being prepared and following 
their own advice given to patients. 

“I just put some of the strategies that you recommend to your 
clients to do really… self-care and reach out to others if you needed 
a little bit of extra support.” (HP145). 

There were no other clear distinctions between participant 
groups. 

4.2. Quantitative 

On HADS, anxiety and depression levels were relatively low, with 
median levels all within the normal range. Four (12%) and 9 (28%) 
patients reported scores probably or possibly indicating anxiety or 
depression (see Supplementary Table 2). On DASS, three carers (19%) 
scored in the higher ranges for anxiety/depression. Two HPs (7%) 
scored in the severe and 7 (24%) in the moderate range for anxiety/ 
depression/stress. 

At interview, participants scoring high on anxiety/depression/ 
stress measures expressed more intense anxiety related to COVID- 
19, talked about taking more extreme precautionary measures, and 
felt more impacted by isolation, than those scoring low. One patient 
scoring high on depression talked about being under a constant 
“black cloud” of fear (P321). Patients and carers scoring high were 
more likely to have metastatic or locally advanced cancers, and ex-
pressed greater death anxiety, feeling that COVID-19 would almost 
certainly prove deadly if added to their existing poor cancer prog-
nosis. The few HPs scoring high on quantitative measures discussed 
feeling stressed, burned out and in need of a holiday, isolated, and 
were conscious of mental health issues in the community and their 
patients. 

5. Discussion and conclusions 

5.1. Discussion 

This is one of the first studies to examine experiences of the 
COVID-19 pandemic of multiple stakeholders involved in receiving 
or providing cancer care, and highlights that all cancer stakeholders, 
including HPs, are impacted, even in the relatively mild COVID-19 
context of Australia. All stakeholders faced the intertwined issues of 
fear and death anxiety, isolation and uncertainty in confronting a 
life-threatening disease. This shared experience appeared to 
heighten awareness and understanding of others’ emotions. Each of 
our participant groups expressed concern for others; patients wor-
ried about carers’ isolation and frustration, carers were hypervigilant 
in protecting the patient and HPs were very aware of the psycho-
logical challenges faced by their patients and carers. In some in-
stances, this shared experience appeared to create comfort, with 
some patients describing a sense of reduced isolation stemming 
from shared vulnerability with the general population. 

A strong theme that emerged from the data, was the com-
pounding impact of cancer and COVID-19 on fear and death anxiety, 
arising from perceptions of increased physical vulnerability and 
compounding psychological responses. Death anxiety is a feeling of 
panic, fear or worry caused by thinking of death, being detached 
from the world, or what will happen after life [17]. There is an 
emerging literature [17–19] suggesting that COVID-19-related death 
anxiety is a significant contributor to increasing levels of anxiety and 
depression reported worldwide. Sharpe et al. [20] noted that death 
anxiety is a prominent theme in community and patient discourse 
about cancer and cancer recurrence. Our patient/carer participants, 
particularly those with metastatic cancer, reported that their ex-
istential anxieties, already heightened by cancer, now seemed to 
extend to the whole world. Those who expressed these fears most 
cogently also scored higher on the anxiety and depression measures. 
Thus cancer, still so strongly associated with death in many people’s 
minds [21] despite significant treatment advances, may compound 
COVID-19 related fears and leave this population particularly vul-
nerable to depression and anxiety. 

Despite death anxiety being understood to be part of the human 
condition, an ‘existential given,’ [22] meta-analytic findings suggest 
that psychosocial intervention, notably cognitive-behavioural 
therapy, can reduce death anxiety [23]. The importance of addres-
sing mental health during the pandemic has been strongly 
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emphasised, [24] but the compounding impacts on those with 
chronic conditions, including cancer, suggests a need for a particular 
mental health focus on these more vulnerable populations. 

Another dominant theme raised by all participant groups was 
isolation, as has also been widely noted in the general population  
[25]. HPs who were under increased work stress noted the lack of 
face-to-face support from colleagues and friends. For patients, iso-
lation was felt at all phases of their cancer journey. For those at the 
end of life, the inability to be with loved ones was particularly 
poignant. This theme of isolation has been acknowledged in a 
number of surveys of cancer patients internationally [26,27]. Calls 
for greater compassionate access and increased provision of creative 
alternatives to face-to-face support (for example, through psycho- 
oncology online services, compassionate communities and social 
media) have been made [28–30]. 

Participants in this study noted significant uncertainty in relation 
to COVID-19 and its potential impacts on current and future cancer 
treatment, compounding existing cancer-related uncertainties  
[31,32]. HPs described a sense of kinship with their patients over 
these shared uncertainties. Uncertainty interventions, such as those 
developed for patients struggling with fear of cancer recurrence, [33] 
may be helpful for many in the cancer community at this time. 

For HPs only, uncertainty also centred around fears of a wor-
sening situation in which overwhelmed health staff would be forced 
to make decisions invoking moral distress, a theme noted in other 
COVID-19 studies [34]. Hlubocky et al. [35] called healthcare orga-
nisations to account, enjoining them to support oncologists by 
protecting staff, providing truthful, transparent COVID-19 care in-
formation and preventing coercive situations that could cause moral 
distress. Along with higher rates of reported depression and anxiety 
in cancer patient samples (37% and 38% respectively reported in a 
recent meta-analysis of self-reported outcomes in cancer patients 
during COVID-19) [36] these results suggest that screening for dis-
tress in cancer patients, and for stress and burnout in oncology HPs, 
with linked interventions for those in need, is called for. Such 
screening is already widely endorsed for cancer patients [37] and 
HPs, [38] with validated brief scales (such as the distress thermo-
meter [39] for patients and a recently developed stress and burnout 
measure specific to pandemic scenarios for health professionals  
[40]) readily available. With the potential for the Oncology work-
force to be overwhelmed or redeployed into COVID-19 care, [41] 
innovative methods will be needed. Web-based symptom screening 
methods, which overcome the barriers of remote care and fewer 
clinic-based follow-ups, have been shown to be acceptable and 
feasible, albeit with variable uptake, [42] and may be a useful model 
to consider during pandemics. 

This study had some limitations. The sample size was driven by 
the qualitative methodology, thus further studies are required to 
assess the generalisability of our findings. Our sample showed some 
selection bias with over-representation of women, and those with 
breast cancer, a common problem in psychosocial research. The 
COVID-19 pandemic has continued to evolve, with new variants 
bringing changed conditions, vaccines providing hope and more 
discoveries increasing our knowledge base from month to month. 
However, the study also had strengths. By including all cancer sta-
keholders, we were able to document shared perspectives and ex-
periences across groups. The mixed methods data enabled 
comparison of objective anxiety and depression data with subjective 
experience. Future analyses should explore longitudinal experiences, 
tracking changing well-being as the pandemic progresses. 

5.2. Conclusions 

In this study of oncology patients, family members and HPs, all 
groups experienced fear and death anxiety, isolation and uncertainty 

associated with living with and treating cancer during the COVID-19 
pandemic, and were aware of this shared experience. 

5.3. Practice Implications 

To address these significant added pressures, screening for dis-
tress in patients, and burnout in HPs, is recommended. Increased 
compassionate access and provision of creative alternatives to face- 
to-face support are warrented for patients and their families, as well 
as systemic support for HPs. 
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